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Abstract 
 
Background: The treatment of breast abscess is a 
clinical dilemma which ranges from conservative 
treatment to surgical intervention. A recently highlighted 
approach is drainage of pus by needle aspiration under 
antibiotic cover with or without radiological guidance. 
This approach has advantages of complete resolution 
without scar formation and patient can continue breast 
feeding.. 
Methods: In this interventional study , 60 breast 
abscess cases , drained through needle aspiration ( Group 
A)  or open surgical drainage ( Group B) were included. 
Results: Their age ranged from 16 to 40 year with peak 
age group between 20 to 30 year. 39 patients (65%) were 
lactating and 21(35%) were non-lactating at the time of 
presentation. All patients completed the follow up. There 
was complete resolution of symptoms in all patients 
however time resolution was significantly less in 
aspiration group (5 to 10 days) as compared with surgical 
drainage (12-30 days). There were 5 (16.6%) patients in 
aspiration group who required conversion to open surgical 
drainage after 4 aspirations. Among these patients 4 (80%) 
had abscess size greater than 5 cm and presented more 
than 5 days after the onset of symptoms. 
Conclusion: Needle aspiration is an effective 
alternative to open surgical drainage of breast abscess. The 
abscess which present early with a small size respond well 
to needle aspiration whereas most of the larger abscess 
presenting late require conventional surgical drainage. 
 
 
Introduction 
 
A breast abscess is defined as a collection of 
pus in breast surrounded by pyogenic membrane.1,2  It 
can be intrinsic originating from infection in breast 
tissue proper or extrinsic which result from infection 
in an adjacent structure, e.g., skin, thoracic cavity.3 
Intrinsic breast abscess can be further classified into 
lactation or non-lactational breast abscess. 4       
The diagnosis of breast abscess is suspected 
from the patient’s history and examination finding.3,5  
It is confirmed ultrasonic evidence of liquification and 
aspiration of pus which is sent for culture and 
sensitivity.6 In case of recurrent or non-resolving 
abscess wall biopsy is essential to exclude underlying 
carcinoma.7,8  
The treatment of breast abscess is a clinical 
dilemma which ranges from conservative treatment to 
surgical intervention like drainage of pus with or 
without biopsy.4.6  In early stage when pus is absent it 
can be treated with antibiotic, analgesics and local 
measures like breast support and local heat 
application.6 Once pus is formed, the principle of 
treatment dictates its drainage2.9. Conventionally 
incision and drainage under local or general 
anaesthesia has been the gold standard drainage 
procedure.2,4,9 This modality of treatment is essential in 
cases where skin is necrotic or already discharging pus 
but has several disadvantages in cases where skin is 
intact, including longer duration of treatment and 
poor cosmetic result.10  
Considering this drawback newer treatment 
option in the from of repeated needle aspiration under 
antibiotic cover with or without radiological guidance 
has been put with promising result.6,8,10 Its success rate 
goes up to 95% according to different studies and are 
comparable with or without radiological guidance.10-14 
 
Patients and Methods 
 
The study was conducted at Surgical unit-II 
Rawalpindi General Hospital (Benazir Bhutto 
Hospital) during the period January 2006 to November 
2006. Data of 60 patients with clinical features 
suggestive of breast abscess (pain, swelling and 
erythema of breast associated with localized 
tenderness and indurations) and who gave consent to 
enter the study, was recorded. The diagnosis was 
confirmed by aspiration of pus which was sent for 
culture and sensitivity. The patients were then divided 
into two treatment groups A and B with 30 patients in 
each group. Non-probability convenience sampling 
was used. Patients with co-morbid conditions were 
excluded from the study. The exclusion criteria 
included patients with diabetes mellitus, renal failure, 
patients on steroid therapy, patients of suspected 
malignancy (Family history of breast malignancy / 
hard longstanding lump breast with or without 
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palpable axillary lymph nodes), patients with 
recurrent abscess, patients with active pulmonary 
tuberculosis or tuberculous or cervical lymphadenitis, 
sub-areolar breast abscess in non-lactating women and 
patient with imminent necrosis of skin overlying 
breast. 
Patient in group A underwent needle 
aspiration using 18 gauge needle attached with 10cc 
syringe. Prior to aspiration, local anesthetic cream was 
applied for 30min. Patients in the open surgical 
drainage group (B) were operated. Incision and 
drainage was performed under general anesthesia. 
Failure of treatment in group was declared on the 
basis of persistence of symptoms & signs after 04 
aspirations. All such patients underwent open surgical 
drainage. Patients in both the groups were given oral 
Co-amoxiclav 1gram, twice daily for maximum of 10 
days.  
The outcome of each group was evaluated 
clinically. In group A resolution of symptoms and in 
group B complete healing of wound was taken as end 
points of management. Time taken to reach   these end 
points was calculated and the result analyzed. Data 
was analyzed using SPSS software version 11. Means 
and standard deviation of resolution time and wound 
healing time of groups A and B, respectively, were 
calculated. Results of two treatment groups were 
compared using test to access the hypothesis and a p-
value of <0.05 was taken as statistically significant. The 
two groups were compared in terms of duration of 
treatment.  
Results 
 
60 consecutive patients were enrolled, on 
convenient sampling basis. Age range was between 16 
to 40 years with peak age groups between 20-30 years. 
39 patients suffered from lactational breast abscess 
(65%) and 21 had non-lactational abscess (35%) (Table-
I). The patients most commonly presented with pain 
(100%), swelling of breast (95%) and fever (63.3%). 
Their examination revealed localized area of 
induration which was tender markedly in all patients 
overlying the erythematous skin in 36(60%) patients. 
(Table-2). Out of 60 patients 43(71.7%) presented 
within 5 days of appearance of symptoms while 
17(28.3%) had delayed presentation ranging from 6 to 
12days. 
The means size of abscesses as measured by 
measuring tape was 4.97cm +/- 2.5SD (range 1-15cm). 
For assessment of management out come size of range 
was divided into 2 groups, Group I: up to 5cm. Group-
II: > 5cm. It was seen that duration of symptoms 
before presentation was directly related with increase 
in size (p=0.000). (Table 5) 
In  Group  A:  
Mean resolution time was 6.9+/- 1.98SD days. 
It ranged from 05 days for small abscesses to 10 days 
for larger abscesses. Mean number of aspirations to 
achieve cure without surgery were approximately 
1.72+/- 0.89SD. (Table-4). Failure rate of aspiration 
therapy was 16.6% with 05 patients requiring 
conversion to open surgical drainage after 
aspirations.(Table 3 to 5) 
 
Table 1: Profile of Treatment Groups  
Types 
of abscess 
Treatment Group Total 
Aspiration Surgical drainage N % 
n % n % 
Lactating 17 28.3 22 36.7 39 65 
Non-
lactating 13 21.7 8 13.3 21 35 
Total 30 50 30 50 60 100 
 
Table 2: Clinical Presentation  
Symptom Frequency 
n 
Percent 
% 
Pain 60 100 
Swelling 57 95.0 
Fever 38 63.3 
Tenderness 60 100 
Erythema 36 60.0 
 
Table 3: Cross- Tabulation Between Time of 
Presentation and Size of Abscess 
Treatment 
group 
Time of 
presentation 
Size of abscess Total 
5cm >5cm 
n % 
n % n % 
Aspiration 
5 days 21 35 1 1.6 22 36.6 
>5days 2 3.3 6 10 8 13.3 
Surgical 
drainage 
5 days 16 26.7 5 8.3 21 35 
>5days 3 5 6 10 9 15 
Statistical analysis using t-test demonstrated 
that a large volume of pus on first aspiration was 
significantly associated with failure to cure by 
aspiration (p=0.000). Likewise late presentation was 
significantly associated with failure to cure according 
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to statistical analysis using Fisher’s exact test 
(p=0.000). Abscess size, measured by measuring tape 
was also significantly associated with success of 
aspiration therapy (p=0.006). Lactating patients had a 
cure rate of 88% (15/17) whereas non-lactating had 
77% (10/13) success rate.  
Table 4: Aspirations  Required For 
Complete Resolution 
No. of  
Aspirations 
Frequency  
N 
Percent 
 % 
1 13 52 
2 7 28 
3 4 16 
4 1 4 
Total 25 100.0 
 
In  Group   B:  
Mean wound healing time was 17+/- 5.10SD 
days with range of 12 days to 30 days. Small abscesses 
(Up to 5cm) resolved within 2 weeks while larger 
abscesses required up to 4 weeks for complete 
resolution (p=0.000). In all patients unsatisfactory 
scare was the ultimate outcome after 06 weeks follow 
up. Similarly the delay in presentation was also 
directly related with duration of wound healing 
(p=0.000). Most of the patients (76%) who presented 
within 5 days if onset of symptoms had complete 
resolution within 2 weeks as opposed to 4 weeks taken 
by those presenting late.  
  
Table 5: Cross-Tabulation between 
Treatment Groups and Resolution Time 
 
Resolution 
time 
(days) 
Treatment Group 
Aspiration Open surgical  
drainage 
n % n  % 
1 - 5 10 40   
6 – 10 15 60   
11 – 15   16 53.3 
16 – 20    9 30 
21 – 25    3 10 
26 – 30   2 6.7 
Total 25 100 30 100 
 
Comparison Of Groups:  
The resolution time was less in aspiration 
group (p=0.000) (Table-5). However, there was high 
failure rate of aspiration therapy in abscesses 
presenting later than 5 days (62.5%) and those with 
>5cm size of indurated area (57.2%).   
Main complication faced by patients in group 
A was pain. 70% patients rated this pain as a tolerable. 
Recurrence was observed in 02 patients in group A. 
Both were locating. Major complication in group B was 
ugly scar. All 37 patients treated by surgical drainage 
including those who either refused aspiration or had 
failure of aspiration had this. Most of the patients 
(30/37) complained of daily change of dressings, 
especially packing of wound, as painful and 
cumbersome. 
 
Discussion 
 
It was once said by Arthul L. Bloomfied, 
“There are some patients whom we cannot help, there 
are none whom we cannot harm”. Surgery for breast 
abscess is an invasive procedure with unsatisfactory 
cosmetic results including scarring with skin or nipple 
retraction. Hypertrophic scar and keloid formation are 
also possible outcomes. Surgical drainage of sub-
areolar breast abscess secondary to periductal mastitis 
has also led to formation of mammary duct fistula. 
Needle aspiration of the pus in breast abscess has been 
reported to have success rate comparable to 
conventional surgical drainage with rates as high as 
95% in different studies10-14,16-20. 
In present study the most important factors 
affecting the outcome of two modalities were size of 
abscess and time of presentation. Our study results 
show that abscesses smaller than 5 cm can be 
successfully treated with aspiration and antibiotic 
therapy in most of the cases. However larger size i.e 
above 5 cm had definitely a high failure risk (62%) 
which coincides with current literature. It was further 
observed that all the patients presenting within 5 days 
of onset of symptoms had complete resolution with 
needle aspiration. In the developed world, patients 
usually present during this time period; therefore, a 
very high success rate would be expected with 
aspiration. However, the available studies have not 
taken into account the time of presentation while 
assessing the success of aspiration.  
One argument against aspiration of breast 
abscesses is that these abscesses are frequently 
loculated. This may be one reason why multiple 
aspirations are required, although it is of interest that 
in our study the first aspirate consisted  of pure pus, 
whereas the second and subsequent aspirates changed 
 from hemo-pus to serous fluid. It is more likely that 
the majority of breast abscesses are not loculated and 
importance of such loculi has been overemphasized.  
In recent years the incidence of lactational 
breast abscess has reduced worldwide owing to 
improved hygiene and early administration of 
antibiotics. However, our study has shown that 
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lactational breast abscess predominates in our 
population. Most of these patients were from poor 
families and therefore, this increased incidence can be 
attributed to multiple factors including poor host 
resistance, improper nursing technique and delay in 
administration of treatment.  
In current study we were able to get 83% cure 
rate with aspiration without ultrasound guidance. 
Dixon et al (1992),8 Tan et al (1998)14 and Schwarz et al 
(2001)11 showed cure rate of 100%, 86% and 82% 
respectively without ultrasound guidance.  
The benefits for the patient of needle 
aspiration treatment are obvious. There is no need for 
general anesthesia or operation, and no in-hospital 
stay, and postoperative dressing. The  discomfort after 
aspiration therapy is  minimal and  therefore is also a 
low occurrence of the troublesome milk fistulae that 
often follow incision and drainage.  
There were few limitations to our study. We 
excluded patients with co-morbid disease and sub-
areolar breast abscess because the underlying 
pathological process itself can be responsible for 
recurrences and could have affected the results.. 
Similarly, patient with sub-areolar abscess have a 
tendency to recur due to underlying pathological 
ductal anatomy and can also lead to mammary duct 
fistula formation if drained onto the surface. In these 
cases, general measures can reduce the incidence of 
recurrence and aspiration might be helpful in early 
stage of disease in preventing fistula formation. 
Patients with suspicion of tuberculosis were also 
excluded from the study because of longer duration of 
therapy and risk of recurrence. In addition the role of 
catheter drainage and local instillation of antibiotics 
also needs consideration in treatment of larger 
abscesses.  
In conclusion, needle aspiration with oral 
antibiotic treatment of breast abscesses on an 
outpatient basis is safe and effective. This technique 
should become the standard of practice in the 
management of small breast abscesses.  
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